Erosive pustular dermatosis (EPD) of the legs and the scalp have been described as two separate entities occurring in a different context. We report the original case of a patient with an EPD of both the scalp and legs.
An 83-year-old Caucasian woman was hospitalized in our department of dermatology with a presentation of crusted erosions of the lower limbs and scalp. She suffered from a chronic venous insufficiency and mixed ulcers of the lower limbs with failure of two attempts to skin graft ten years ago. Examination showed superficial and rounded crusted erosions associated with multiple pustules reaching the lower third of the legs ( fig. 1) , scars of donor sites of grafts on thighs and part of the scalp ( fig. 2) .
Laboratory investigations disclosed a moderate inflammatory syndrome with an elevated Creactive protein 31 mg/l (<5 mg/l), hyperleukocytosis at 14,000/mm 3 ; electrolytes, glucose blood level, renal and hepatic tests were normal. Staphylococcus aureus was found in cultures from ulcer swabs. Light microscopy revealed a polymorphous inflammatory infiltrate of the dermis, rich in neutrophils, coming together in the epidermis in subcorneal spongiform pustules ( fig. 3) . Direct immunofluorescence was negative.
In view of this clinical picture and the histological finding, we excluded pustular psoriasis, epidermolysis bullosa, bullous pemphigoid, pyoderma gangrenosum, kerion, and suggested an erosive pustular dermatosis (EPD) of leg and scalp especially as antistaphylococcal antibiotics proved ineffective and the evolution was favorable with oral zinc supplementation and application of topical corticosteroids (betamethasone) until disappearance of the lesions.
Discussion
Two types of EPD are discussed in the literature: one on the legs and the other one on the sclap. EPD of the leg was first described in 1987 by Lanigan and Cotterill [1] . It has mainly been described as a rare form of sterile pustulosis concerning mostly elderly patients with a long history of venous insufficiency, stasis dermatitis and stasis ulcers, dermatoliposclerosis, cutaneous atrophy, or cardiac failure [2, 3] . The pathophysiology remains unclear but abnormality of neutrophil chemotaxis and/or of production of chemoattractants and cytokine (IL-8) in the skin might be involved [3, 4] .
EPD of the scalp is a rare disease first described in 1977 by Burton [5], then mostly reported in elderly patients, predominantly female, who have had prolonged exposure to sunlight [6, 7] . A local trauma (cryotherapy, topical chemotherapy, laser therapy, electrosurgery, excisional surgery, grafting) is often described as a triggering factor on an atrophic skin, and associations with autoimmune diseases have been reported, even if the causes and pathogenesis still remain uncertain [6] [7] [8] [9] [10] .
Up to now, only one case of this association has been described in the literature and it fits into the context of autoimmune myasthenia gravis [4] .
Laboratory data are usually normal even if sometimes elevated values of inflammation markers (erythrocyte sedimentation rate, C-reactive protein, polyclonal hypergammaglobulinemia) and rarely the presence of various autoantibodies (rheumatoid factor, thyroglobulin, etc.) are described [9, 10] . In both entities, a histological appearance of spongiform pustules with neutrophils in the epidermis was reported several times [11] . Bacteria and fungi often isolated from the lesions have been considered secondary colonizers rather than the primary cause of infection since anti-infectious agents are not effective, as it was the case with our patient [1, 12] .
The response to corticosteroids suggests indeed an inflammatory and amicrobic phenomenon and some authors highlight the involvement of local trauma that could trigger cytokine production by keratinocytes particularly in cases of associated autoimmune disease [4] . A zinc deficiency has also been implicated; for other authors, skin atrophy could play a major role [13] . This last hypothesis seems to be supported by our case that showed erosive pustular lesions on elective sites of skin atrophy: scalp heliodermatitis, old skin grafts, donor sites of grafts (table 1).
They are sometimes improved by zinc supplementation and the application of topical corticosteroids has been widely used with a variable and inconstant response, with frequent relapses observed [14] . Moreover, as the prolonged use of topical corticosteroids on atrophic skin may be deleterious, topical tacrolimus has been shown to be effective, and devoid of many side effects of topical corticosteroids such as epidermal atrophy [15] . Systemic steroids have been used more rarely due to a lack of results. Oral nimesulide (non-steroidal anti-inflammatory drug) and isotretinoin have been used effectively in the treatment of EPD [16] (table 2).
Our case is the original observation of an association of an EPD of the legs with an EPD of the scalp, in favor of a pathophysiological mechanism similar between these two entities. We support the theory of an inflammatory phenomenon preponderant in atrophic areas, whether due to actinic damages, scars or venous insufficiency. We recover the idea of a similar mechanism through the parallel evolution of the affected sites in our patients and their simultaneous healings. 
